M ITRAL INSUFFICIENCY in children
represents an enormously heterogeneous group and occurs frequently. It is most commonly the result of rheumatic heart disease or an integral part of a congenital cardiac complex in which the mitral valve is malformed by necessity. The common atrioventricular canal defects are such cases. Less commonly it occurs as an anomaly which complicates a simple and dominant cardiac malformation. Its Anomalies producing mitral stenosis are infrequent in all pediatric age groups. Only two of 14 cases seen since 1955 were isolated, and occurred in patients alive at 10 and 12 years of age, although both showed manifestations of cardiac failure at 14 and 12 months, respectively.
The remainder occurred in association with other cardiovascular malformations as follows: endocardial fibroelastosis (three cases), aortic stenosis (three cases), coarctation of the aorta (three cases), tetralogy of Fallot with supravalvular mitral ring (two cases), and complex anomaly (one case). Nine cases (the first three anomalies in this listing) were babies less than 4 weeks of age (five of them less than 7 days) at death. When associated with other left heart anomalies mitral obstruction represents, therefore, a neonatal problem equal only to mitral and aortic atresia.
A detailed and comprehensive anatomic study of the multiple mechanisms that prevent proper mobility or correct apposition of the valvular leaflets appears on page 565 of this issue. Davachi, Moller, and Edwards' paper is a lucid presentation of a complex problem.
From a practical standpoint, accurate knowledge of morbid anatomy should allow identification of the isolated and, therefore, tractable anomaly, and of those patients in whom mitral valve abnormalities may compromise the surgical treatment of an otherwise operable intra-or extracardiac lesion. It remains doubtful, particularly in the newborn baby, that anatomic diagnosis-even by means of opacification techniques-will be possible with any degree of consistency. It remains just as doubtful, in the present state of the art, that reconstructive or radical surgical techniques will find much application to the baby, particularly the newborn. Exceptions will include those with supravalvular mitral ring and possibly some with redundant mitral leaflets which require no prosthetic valve replacement. Beyond infancy the prospects are much brighter.
